

Incident Report Form

DETAILS OF PERSON INVOLVED IN INCIDENT
	
	 FORMCHECKBOX 
     
	Staff            
	 FORMCHECKBOX 
          
	Contractor
	 FORMCHECKBOX 
          
	Visitor

	Surname
	Given Name(s)
	Date of Birth
	Sex  

	     
	     
	     
	     

	Home Address
	Home Ph No

	     
	     

	Employer Name
	Position Title
	Supervisor’s Name

	     
	     
	     

	Site Address
	Work Ph No

	     
	     


INCIDENT DETAILS

	Type of Report
	Place / location of Incident

	 FORMCHECKBOX 

	Injury
	     

	 FORMCHECKBOX 

	Near miss
	Date of Incident
	Time of Incident
	Did you cease work? Date?

	Type of Incident
	     
	        am FORMCHECKBOX 
 / pm  FORMCHECKBOX 

	Y  FORMCHECKBOX 
  /  N  FORMCHECKBOX 

	     

	 FORMCHECKBOX 

	Slip, trip, fall
	Has the Incident been notified to WorkSafe?(Reportable incidents only)
	Y  FORMCHECKBOX 
 /  N  FORMCHECKBOX 


	 FORMCHECKBOX 

	Manual handling
	Witness Name
	Witness Contact Ph No

	 FORMCHECKBOX 

	Struck by object
	     
	     

	 FORMCHECKBOX 

	Motor vehicle 
	Have you returned to work?
	Date you returned to work
	Time you returned to work

	 FORMCHECKBOX 

	Chemical
	Y  FORMCHECKBOX 
 /  N  FORMCHECKBOX 

	     
	        am FORMCHECKBOX 
 / pm  FORMCHECKBOX 


	 FORMCHECKBOX 

	Electrical
	What duties can you now perform?

	 FORMCHECKBOX 

	Other
	 FORMCHECKBOX 
     
	Pre-injury Duties   
	 FORMCHECKBOX 

	Suitable Duties
	 FORMCHECKBOX 

	Totally Unfit For Any Duties

	Incident Summary - how did it happen?

	     

	     

	Briefly describe injuries if any

	     

	     


TREATMENT DETAILS

	Treatment
	Treated by
	Treatment date

	 FORMCHECKBOX 

	First Aid
	     
	     

	 FORMCHECKBOX 

	Doctor’s Visit
	Address
	Ph No

	 FORMCHECKBOX 

	Hospital Visit
	     
	     


WITNESSES (IF ANY)
	Name:
	Department:


Employee

	Signature 
	
	Name (printed)
	
	Date Signed


Manager

	Signature 
	
	Name (printed)
	
	Date Signed


Once completed, please provide employee making the report with a copy and email immediately to          
	
	
	



